Introduction
Paraneoplastic myelitis is a rare complication of systemic cancer with poor prognosis. Most frequently associated neoplasms are solid tumors (breast, lung) and lymphoproliferative disorders. Clinical, radiological and pathological characteristics of paraneoplastic myelitis are diverse, and may include transverse inflammatory myelitis and necrotizing myelopathy (Darnell and Posner, 2011; Flanagan et al., 2011) . Well-characterized onconeuronal antibodies assist in confirming the diagnosis. Anti-aquaporin-4 (AQP4) antibodies are detected in patients with neuromyelitis optica (NMO), a non-paraneoplastic relapsing inflammatory disorder affecting the spinal cord, optic nerves and sometimes the brain (Lennon et al., 2005) . Of interest, a few patients with NMO-spectrum disorder with anti-AQP4 antibodies and systemic cancer have recently been reported (Mueller et al., 2008; Pittock and Lennon, 2008; Armağan et al., 2012) . Here we report a patient with AQP4 antibody positive longitudinally extensive transverse myelitis (LETM) revealing ovarian teratoma. The teratoma expressed the AQP4 antigen, providing a possible paraneoplastic link between both diseases.
Case report
A 42 year-old female presented to the emergency room with urinary retention. Transvaginal ultrasound demonstrated a right ovarian tumor which was confirmed on CT and demonstrated a heterogeneous cystic tumor with fat attenuation. Two days later a right adnexectomy was performed. Over the following 48 h, the patient developed severe weakness in both legs. A neurology consultation was undertaken. She took no medications and smoked 20 cigarettes daily until the age of 34. At the age of 12 she had a one-week episode of cheek paresthesia and blurred vision in one eye that improved spontaneously. She has a daughter diagnosed with rheumatoid arthritis. There were no recent symptoms of infection or vaccinations. Three weeks before admission she started noticing hiccups, nausea and vomiting, followed by burning pain with paresthesia in the upper chest, and problems with micturition that eventually led to urinary retention. Examination revealed normal cranial nerves. Strength, tone and reflexes were normal in the upper extremities. Both legs were severely paretic (2/5 Medical Research Council Scale), with flaccid tone and absent deep tendon reflexes. Cutaneoplantar responses were absent. There was a C2 sensory level for pain and light touch. Vibration and joint position sensations were normally perceived. The rest of the general and neurological examination was unremarkable. Spinal magnetic resonance imaging (MRI) is shown in Fig. 1 . Brain MRI was unremarkable. Visual evoked potentials were normal. Routine laboratory investigations were unrevealing. Autoimmunity serological
